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other mycobacteria. A later granulomatous
lesion (the Mitsuda reaction) may develop
within 4 weeks: this also is not diagnostic of
leprosy. The test is usually negative in leprom-
atous leprosy, and becomes positive if the pati-
ent converts, spontaneously or as a result of
drug therapy, to tuberculoid leprosy. These
observations are supported by parallel results
of in-vitro tests for cell-mediated immunity, and
together with the morphological features of the
disease indicate that tuberculoid lesions are
modified by a delayed hypersensitivity reaction
to the lepra bacilli, whereas lepromatous lesions
represent the growth of the bacilli in the absence
of delayed hypersensitivity.

Failure of cell-mediated immunity in leprom-
atous leprosy is not fully explained, The lymph
nodes show lymphocyte depletion of the T-de-
pendent zones, i.e. paracortex, and diminution
of T lymphocytes in the blood has been re-
ported. A plasma factor which depresses T
lymphocyte function has also been described.

There is usually a high titre of antibody to
Myco. leprae in the serum of patients with lep-
romatous leprosy, but this seems to afford little
protection: drug therapy results in destruction
of large numbers of bacilli, and release of anti-
gen may then give rise to an acute Arthus reac-
tion in the lesions (erythema nodosum leprosum)
or generalised immune complex disease with
glomerulonephritis (pp. 155-6). Another com-
plication is amyloid disease.

Sarcoidosis

This disease, which is of unknown causation, is
characterised by multiple granulomatous les-
ions, and may affect lymph nodes, lungs, skin,
spleen, eyes, salivary glands, liver and bones,
particularly of the hands and feet. It is of
world-wide distribution, but with great geogra-
phical variation in incidence. It occurs over a
wide age range, but most commonly in young
adults, and is much more common in negroes
than whites in the U.S.A., and in immigrants
than natives in Great Britain. The highest re-
ported incidence is in Sweden.

The disease most commonly gives rise to en-
larged mediastinal and pulmonary hilar lymph
often without symptoms, but sometimes
by fever- Other groups of lyqaph
eodes are often affected aod minute lesions in
ttte te^                         X-ray picture resem-

bling that of miliary tuberculosis. Sarcoid
lesions also occur in the skin and occasionally
erythema induratum (p. 1065) develops and may
be the presenting clinical feature. Microscopic-
ally, the sarcoid lesions consist of tubercle-like
follicles composed of epithelioid cells with
occasional giant cells and scanty peripheral
lymphocytes (Fig. 8.21 and Fig. 18.10, p. 574).
The giant cells may contain-.Ciiri.ous jsalcium-
ricli star-shaped_Qi-conchoid inclusionsjayter-
oidor SchaumamL.bodies). Unlike tuberculosis,
the lesions do not undergo caseation although
there may be a little central necrosis.
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Sarcoidosis of skin. The lesions consist of

few

___________________ relatively

lymphocytes. In contrast to tuberculosis, there is
little or no necrosis, x 80.

The course of the disease is unpredictable: it
may be acute or chronic, and temporary or per-
manent remission may occur spontaneously. It
can cause blindness by involving the uveal
tract, and is occasionally fatal, usually as a
result of fibrosis of the pulmonary lesions with
consequent right ventricular heart failure, or as
a result of intercurrent infections. Hypercal-
caemia may develop with consequent renal
damage.

Diagnosis. Non-caseating epithelioid-cell
granulomas, with or without giant-cell inclu-
sions, are not diagnostic of Sarcoidosis: they oc-
cur in various conditions including tuberculosis,
various fungal infections, syphilis, brucellosis
and berylliosis. The diagnosis of sarcoidosis thus